Case
Our patient was born at 39 weeks gestation with a birth weight of 3360 g to a 36-year-old G3P0 (0020) Caucasian mother by caesarian section secondary to breech presentation. The mother denies any history of traumatic injuries and toxic habits. There is no history of consanguinity and past medical histories were noncontributory. APGAR scores were 8 and 8 at 1 and 5 min, respectively.
Physical examination was significant for multiple abnormalities. He had right facial weakness characterized by inability to completely close his right eye and drooping of the right corner of the mouth (Figure 1 ). Abduction was not appreciated in either eye. His forehead was wide and the anterior fontanel measured 6.5 Â 6 cm. He had high arched palate and micrognathia. The left chest was deformed and associated with lung herniation during inspiration (Figure 1) . Some of the left ribs were malformed and the pectoralis muscle appeared absent. Nipples were widely spaced and the left was mildly hypoplastic. Apical impulse was heard on the right side of the chest. The left arm was slightly weaker and mildly hypoplastic. Examination of the lower extremities demonstrated a left clubfoot (Figure 1 ).
Plain film of the chest showed dextrocardia and left 3rd to 5th ribs that were thinned and incomplete anteriorly; the sternum was dysplastic without ossification centers. Thoracic computed tomography confirmed the underdevelopment of the left ribs described as thin, short and lacking cartilage. The overlying soft tissues and musculature including a large portion of the left pectoralis major were absent or hypoplastic. Sternum was dysplastic and described as single-ossified mass with ventral angulation. Dextrocardia without situs inversus was noted in this imaging study and in the echocardiogram. No other structural heart abnormalities were seen. Brain magnetic resonance imaging showed a large anterior fontanel and normal brain architecture. Abdominal ultrasound showed a left moderate hydronephrosis and hydroureter. A voiding cystourethrogram done before discharge was normal. Swallowing study was abnormal. Chromosomal microarray reported a copy number gain of 0.3 Mb in chromosome 3q23. Newborn screen was normal. A multidisciplinary team is involved in this patient's care.
Discussion
Our patient presented with right facial weakness, left chest wall deformity and left lower limb abnormality. This constellation of abnormalities falls under the spectrum of Poland-Mobius syndrome. The essential features of Poland syndrome are unilateral absence or hypoplasia of the pectoralis muscles with a majority of patients having malformations and hypoplasia of the ipsilateral limbs. 1 The incidence of Poland's syndrome is B1:20 000 to 32 000. 2 Males are more affected than females, and the right chest is predominantly deformed.
3 Mobius syndrome displays a broad spectrum of facial paralysis often associated with the inability to abduct the eye. 4 Rarely, a patient may manifest a combination of features found in these two syndromes, hence the term Poland-Mobius syndrome. 5, 6 The prevalence has been estimated to be 1:500 000. 7 There are many other associated defects and little consensus as to what constitutes the full syndrome.
The etiology remains unclear despite multiple proposed theories. Darian et al.
2 extensively reviewed familial cases of Poland's syndrome and suggested an autosomal dominant gene with variable penetrance in these familial cases. Reports of Mobius syndrome occurring in families have been reported but the pattern of inheritance remains elusive. Gene loci localized in chromosomes 3q21-q22 and 10q21.3-q22.1 were identified in two Dutch families with Mobius syndrome. 8, 9 Our patient was noted to have a gain in chromosome 3q23 close to the gene loci mentioned earlier; however, there is no definitive evidence of a specific gene linked to the combined syndrome of Poland-Mobius. The significance of this finding will need further research. Of note, Rojas-Martinez et al. 10 reported a boy with Poland-Mobius syndrome born to a mother with Poland syndrome, which brings to question whether Poland and Mobius are independent syndromes or manifestations of the same variable syndrome.
Trauma and exposure to toxic substances have also been implicated, and case reports have described the association of this syndrome with attempted abortions, intrauterine exposure to ergonovine maleate, cocaine and misoprostol. 1, 7, 11 A vascular etiology proposed by Bavinck and Weaver makes the case that specific location of disruption of blood flow in the subclavian and vertebral arteries as well as its branches results in a specific anomaly (that is, complete or partial occlusion of the vertebral arteries may cause ischemia to the motor nuclei of cranial VI and VII as seen in Mobius syndrome). 12, 13 We present a unique variation of this combined syndrome and which lends support to its broad spectrum of manifestation. The facial weakness in this patient is contralateral to the chest wall and lower-limb deformities. His other features have been documented in literature and these include dextrocardia, micrognathia, swallowing difficulty and hypotonia. 5, 7, 11 The presence of dextrocardia is an uncommon occurrence in this combined syndrome with only two other cases reported. 5, 6 Majority of the Poland-Mobius syndrome reported had marked hand deformity. In contrast, this patient's left arm and hand appears slightly hypoplastic, only when compared with the right, and this has been described as type II or form fruste hand deformity. 3 He has a large anterior fontanel but no evidence of hypothyroidism, a feature that has not been described to our knowledge. The presence of skeletal abnormalities in Mobius syndrome was initially thought to be associated with sporadic cases and a recurrence risk of 2%. 14 However, this may not always be the case as Graziadio et al. 15 recently reported a familial case with skeletal findings. Our case is likely a sporadic occurrence given the negative family history, absence of consanguinity and uneventful prenatal course.
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